Fungal infections of the urinary tract are usually encountered following prolonged antibiotic use, instrumentation and indwelling urinary catheters. These type of infections are mostly seen in immuno-compromised patients. Candida is the most common among the fungal infections of urinary tract followed by Aspergillus infection. Here is a case report of a 26 year old diabetic female who presented with abdominal pain, fever, nausea and vomiting. She had undergone double-J stenting 15-20 days back. The cause of the symptoms was not detected till the patient underwent C.T Scan-KUB with excretory urography which showed the displaced D-J stent. Then on performing replacement of D-J stent, cystoscopy was done and the tissue sample was sent for microbiological and histopathological examination. On Microbiological examination, Aspergillus flavus was isolated from the tissue, which was culprit behind the disease. Patient was then treated with anti-fungal drugs, following which she gradually improved.
Introduction
Fungal infections of the urinary tract are becoming increasingly becoming common due to overuse of antibiotics, urinary tract instrumentation or in case of immunocompromised condition in the host. [1] Most of the cases are a result of candidal infection. [1] Other rarer reported causes include Aspergillus or Cryptococcus. Fungal infections of the urinary tract tend to be symptomatic and also carry a significant risk of dissemination. We present an interesting case of a diabetic female who presented with severe urosepsis with severe symptoms but for cause not known.
Case Report
A 26-year-old diabetic female presented to our hospital with complaints of abdominal pain, fever, urinary retention, nausea and vomiting with Right Double-J stent in situ.
This patient was admitted previously about 15 days back elsewhere with complain of bilateral flank pain with chills. On investigation she was found to be suffering from The rate of urinary tract infection following ureteric stenting is around 3-5% and is mainly due to Gram-negative bacteria. [2] [3] [4] Aspergillus infection following ureteric stenting is very rare. Aspergillosis of urinary tract may occur by three ways namely, by ascending infection from bilateral hydronephrosis with impaired renal function for which she underwent Bilateral Double-J ureteric stenting. Following this she improved symptomatically as well as her serum creatinine level normalized. After this left D-J stent was displaced it was removed subsequently within 5-6 days. Again after a week, the patient presented to our hospital with above-mentioned complaints.
Patient was investigated which showed raised total leucocyte count, creatinine levels, potassium levels and plenty of pus cells in urine. Patient was suspected to be suffering from urosepsis and so urine culture was followed. This showed the presence of infection with Escherichia coli. She was then treated with appropriate antibiotic as per the culture and sensitivity report. Then also there were no signs of improvement. Repeated urine analysis revealed plenty of pus cells. Then repeated cultures did not show any bacterial growth and Z-N stain also did not show presence of acid-fast bacilli. So, it was decided to go for Multislice C.T scan of kidney-urinary bladder with excretory urography. C.T scan showed changes of pyonephrosis with ureteric inflammation suggestive of some chronic infection and narrowing with normal excreting left kidney with D-J stent in urinary bladder i.e. displaced stent. Patient then underwent cystoscopy with ureteric biopsy with D-J stent removal and replacement. Then urine and bladder tissue samples were sent for microbiological examination.
In microbiology laboratory, bacterial, fungal and mycobacterial culture was done. Bacterial and mycobacterial culture were negative but fungal examination revealed positive findings. On KOH examination of urine deposits and tissue, plenty of septate, branched hyphae were seen [ Figure 1 ]. On culture on Saboraud's dextrose agar, after 24 hours of incubation at 25°C, greenish mat-like colony was observed [ Figure 2 ]. Surface pigment was yellowish green and obverse was colourless. Lacto-phenol-cotton blue preparation showed narrow septate hyphae, long, hyaline conidiophores with large and globose vesicles. Also uniseriate phialides were seen with unicellular and globose phialoconidia. Foot cells were also seen. This picture was suggestive of Aspergillus flavus [Figures 3 and 4 ]. On histopathological examination also H & E stain showed features suggestive of Aspergillosis [ Figure 5 ].
Isolation of Aspergillus flavus finally lead to correct diagnosis. Then she was given I.V. Liposomal Amphotericin B (3 mg/kg for 1 week) following which the patient gradually improved and was finally asymptomatic.
Discussion
Fungal infections of the urinary tract are increasing in incidence, mostly due to the increasing use of antibiotics, instrumentation and indwelling urinary catheters. [1] the lower tract, from haematogenous dissemination or due to Aspergillus cast in renal pelvis. [5] Renal aspergillosis due to haematogenous dissemination is the most common while localized infection is rare. [5, 6] Co-existing conditions include malignancy, use of chemotherapeutic and immunosuppressive agents, transplantation, liver diseases, AIDS and diabetes. [6, 7] However, primary renal aspergillosis in diabetic patients is rare. [8, 9] In our case, no history of urinary tract infectionprior instrumentation suggest that the Aspergillus was introduced into the urinary tract duringplacement of stent in the ureter. Probably, fungal spores contaminated the instrument during the procedure or the sterilization of the equipment was inadequate. The infection was a primary and localized aspergillosis of the urinary tract as no other known focus of fungal infection was present elsewhere in the body. Displaced stentand underlying diabetes facilitated the localized infection. Initial routine urine analysis and culture failed to detect fungal hyphae and isolate Aspergillus until the samples were sent post-cystoscopy and stent removal.
Recently, improved outcome in invasive aspergillosis has been reported by sequential therapy with amphotericin B and itraconazole. [7] In our case, we planned monotherapy with amphotericin B and the patient then gradually improved.
Conclusions
The present case emphasizes the possibility of iatrogenic urinary fungal infection secondary to instrumentation. A high index of suspicion in such patients and careful investigations are needed to establish the diagnosis.
